Introduction The aim of this study was to assess the vision-related quality of life (VR-QOL) in patients with good distance Snellen visual acuity (VA) who are listed for cataract surgery. Methods An observational cross-sectional prospective study of patients listed for cataract surgery. VA and VR-QOL data using the VCMI questionnaire were collected on patients attending preoperative assessment during June 2002. Results A total of 397 cataract patients were listed during this month. Following exclusions there were 378 eligible individuals, 210 (56%) of whom had a VA of 6/12 or better in the eye scheduled for surgery. Of these, 40% patients had only mild VR-QOL impairment. More than half of the patients with good VA (6/12 or better) in the surgery eye and mild VR-QOL impairment described their vision as poor in this eye. However, most of these patients were not dissatisfied with their overall level of vision. Conclusion A significant number of patients listed for cataract surgery with VA of 6/12 or better had only mild VR-QOL impairment and were not dissatisfied with their overall level of vision. The decision to list a patient for surgery may have been based on the patient's perception of monocular vision rather than their quality of life.
Introduction
In the clinical setting, monocular visual acuity (VA) is used as a primary tool for judging the need for cataract surgery. However, in the UK National Cataract Survey of 1998, 33% of patients who were listed for cataract surgery had a visual acuity of 6/12 or better. 1 It is well recognised that visual impairment secondary to cataract cannot be adequately described in terms of a single loss of visual function. 2 In some instances, (high contrast) VA can be reasonably well preserved in the presence of symptomatic visually impairing cataract, but most British ophthalmologists use other visual tests infrequently. 3 Nor is there widespread familiarity with quality of life instruments for cataract assessment. 4 In the absence of a formal assessment of other aspects of vision and visual quality of life, the functional status of many cataract surgery patients with good acuity remains poorly understood. Given that individuals with good visual function and fewer symptoms are less likely to benefit from cataract surgery, 5 it is important to investigate the visual and functional status of cataract patients with good VA in more detail. The aim of this study was to assess the vision-related quality of life (VR-QOL) in patients with good distance Snellen VA who are listed for cataract surgery.
Method
An observational cross-sectional prospective study of patients listed for cataract surgery was carried out at Bristol Eye Hospital in June 2002. Shortly after being listed for cataract surgery at Bristol Eye Hospital, all patients are seen in a Pre-Operative Assessment Clinic (POAC) for an ophthalmic examination, biometry, and to be given a date for surgery. VA and VR-QOL data were collected on all patients who attended POAC between 1 June 2002 and 31 June 2002 inclusive. Although we have only reported patients with VA 6/12 or better here, data were collected on all listed patients regardless of VA. These acuities were recorded during routine outpatient clinics and subsequently analysed for the purpose of this study. All VA measurements were performed by nursing staff who were unaware of the outcome measure of '6/12 or better'.
All patients who were scheduled to attend during this month were sent a VR-QOL questionnaire (VCMI questionnaire) by post. The patients were asked to return the completed questionnaire at their clinic visit. Additional questionnaires were provided at POAC for patients who had not received or who had mislaid their postal questionnaire. Patients were encouraged to complete their questionnaires themselves. A note was made of any nonresponders to the questionnaire. The VCMI questionnaire is a valid and reliable measure of VR-QOL and contains 10 broadly applicable questions referring to physical, social, and psychological issues. 6 The VCMI score ranges from 0.0 (no problem) to 5.0 (extreme problem) with 50 intervals, and is strongly associated with responses to questions about a wide range of quality of life issues including mobility, reading and leisure. VR-QOL impairment was classified as 'mild' (score 0-1.0), 'moderate' (1.1-2.0), or 'severe' (2.1-5.0). Patients were also asked about their overall satisfaction with vision and about their opinion of the quality of their vision in each eye. In addition, on attendance at POAC, a standard data collection sheet was completed by the nursing and medical staff. The age and sex of each patient were recorded. VA at listing was measured as the best measured acuity (pinhole or glasses, whichever better). Ocular comorbidity, the type of cataract in the listed eye, and the surgical status of the fellow eye were documented. Whenever cataract surgery was planned for nonvisual reasons, this was specifically recorded (eg interference with visual field interpretation, difficult retinal view, lens-induced glaucoma). In accordance with the national cataract survey, patients below the age of 50 years were excluded from the data set. A customised Microsoft Access database was used for data analysis. Univariable w 2 tests were used for examining group differences.
Results
A total of 397 patients were seen in POAC between 1 and 31 June 2002. In all 11 patients below the age of 50 years were excluded and eight patients were excluded because of surgery for nonvisual reasons. Of these, 3 patients were listed because of anisometropia, 2 patients had lens-induced glaucoma, 2 patients had a difficult retinal view, and one patient had visual fields that were difficult to interpret because of cataract. The majority of eligible listed patients were female (261/378, 69%). Age ranged from 50 to 94 years. The mean age was 77 years and median 78 years. A total of 210 patients (56%) had a VA of 6/12 or better in the eye scheduled for surgery. The VCMI questionnaire response rate in this group was 93% (195/ 210). The nonresponders were not significantly different from the responders in terms of operative eye (first or second), sex, or age distribution (P ¼ 0.27, 0.34 and 0.60, respectively w 2 test). The VAs in the better eye (for the categories 6/6 or better, 6/9, and 6/12) of the responders and nonresponders in this group were also similar (P ¼ 0.38). Table 1 compares the VA at listing with the UK National Cataract Survey 1998 and with data from one of our previous audits. The previous audit of 208 patients undertaken at Bristol Eye Hospital in 1999 showed that, at that time, listing VA was similar to national levels (P ¼ 0.78, w 2 ¼ 0.49, Table 1 ). In our current sample, 56% of patients had a VA of 6/12 or better in the surgery eye compared to only 32% in the 1998 National Survey (P ¼ 0.002, w 2 ¼ 12.7). In all, 40% of the patients in our current sample who had VA of 6/12 or better had a mild VR-QOL impairment ( Table 2) . Out of these patients who had VA of 6/12 or better in the listed eye and only mild VR-QOL impairment, 96% had VA of 6/12 or better in the other (nonlisted) eye (Table 3) . A similar proportion had VA of 6/12 or better in their worse eye (listed or nonlisted, whichever worse), and all patients had acuity Despite good VA and VR-QOL, 33 (43%) of these patients described their vision as 'fairly poor' in the listed eye and a further 10 (13%) described it as 'very poor' (Table 4) . However, most of them (64, 83%) were not dissatisfied with their overall level of vision (Table 5) .
Discussion
Cataract surgery is one of the most common elective surgical procedures performed in the UK. 7 A Swedish study estimated that the direct costs to society in 1 year caused by 1458 patients awaiting cataract surgery is equivalent to the cost of operating on 800 eyes. 8 Meeting the high demand for cataract surgery remains a challenge, and it is in the public interest to ensure that available cataract surgery capacity is used most appropriately. The issues of appropriateness and possible overutilisation of cataract surgery have been raised by several investigators. [9] [10] [11] [12] [13] [14] 16, 17 Damiano et al 13 observed that 3% of pre operative cataract patients reported having no trouble with their vision. In Norway, Sletteberg et al 11 found that one of every six patients listed for cataract surgery felt their visual problems to be so small that the operation was not presently needed. Alonso et al 14 reported that the proportion of preoperative cataract patients with VF-14 (visual function) scores of 100 (ie no difficulty performing the specified activities) ranged from 3.3 to 5.6% in Manitoba (Canada), Denmark, Barcelona (Spain), and the United States. Some patients who report no functional impairment may have other cataract symptoms, 15 but in the study of Alonso et al 14 the proportions of preoperative patients who reported no trouble with their vision ranged from 2.0 to 4.6%. A recent study in Canada of 1098 cataract surgeries found that only 18% of patients had a preoperative VA of 20/40 (6/12) or better in the affected eye. They found that there was not enough information to justify surgery in 8% of 
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Eye cases. 16 Tobacman et al 17 assessed the relationship between preoperative appropriateness of cataract surgery as rated by an expert panel against improvement in VA postoperatively. Appropriateness was rated by the RAND-UCLA method, based on objective measures from available literature and a mutual agreement between a panel of experts. Improvement in at least two Snellen chart lines occurred in 36% of patients who had been rated as 'inappropriate'. Data regarding the appropriateness of cataract surgery in the UK are scarce. Desai et al 18 reported that 40% of preoperative patients indicated no dysfunction on the VR-SIP (a modification of the Sickness Impact Profile) questionnaire.
In the present study, the sample studied provides information exclusively on patients already listed for cataract surgery. The aim of this study was to document the profile of listed patients with surgical eye VA of 6/12 or better. This subgroup of patients is of particular interest in the decision-making process when offering surgery. Small changes in threshold criteria can have a large impact on the number of patients eligible for surgery. A detailed understanding of this area is therefore important for healthcare practitioners who are involved with listing patients for cataract surgery. The sample studied here illustrates adequately that there is a range of severity of quality of life impairment, and that there is no simple threshold in terms of symptoms for listing patients.
The proportion of patients in this group was significantly higher in our study compared with national data of 1998, and our own data from 1998/99 (Table 1) . This change may demonstrate more generous thresholds for surgery in our department or different population characteristics in our Bristol sample. However, as it has been 5 years since the national data collection, the difference may well reflect a national change in surgical thresholds. If the aim of cataract surgery is to improve VR-QOL, there is likely to be a level beyond which the postoperative improvement of VR-QOL is minimal and counterbalanced by the risks and intrinsic limitations of the operation. In our study, a high proportion of patients with relatively good surgical eye acuity had only mild VR-QOL impairment, and so the reasons for surgery need to be questioned. Many of the patients had relatively good quality of life, fairly good vision in both eyes, and were reasonably satisfied with their vision. VR-QOL is known to depend on vision in both eyes and is influenced more strongly by the level of vision in the better eye, which may explain the discordance between monocular perceptions of vision and VR-QOL observed in our study.
Although a high proportion of patients with good VA and mild VR-QOL impairment were satisfied with their vision overall, they generally described vision in the affected eye as poor. Many of the patients with poor vision in one eye and good quality of life may have been expecting to be offered surgery, and may have been referred by their optometrist with such an expectation. The clinicians' judgments in the study may have been based on the patients' monocular subjective perception of vision rather than their overall level of eyesight or its impact on the quality of their life.
These data raise a series of important issues. The key issue, which is undoubtedly uncomfortable for patients, eye-care professionals, and policy makers, is that cataract surgery may still be effective at a monocular level in improving vision, even when the scope for quality of life improvement is limited. Those who receive healthcare, as a result of their preconceptions may request surgery in order to improve monocular vision. Those who supply healthcare may be pleased to provide surgery on request. However, policy makers involved in payment for healthcare would find it less expensive to set thresholds based on overall quality of life (using both eyes together). The most important question is whether surgery should be rationed according to overall visual functioning or whether monocular intervention should be encouraged in the absence of significant functional impairment. Reasonable decisions on 'demand management' could be possible if further, more detailed information were available regarding the 'risk-benefit' ratios of various threshold levels for surgery. It may then also be necessary to re-educate the public so that their expectations conform to identified principles of risk management as well as possible rationing of care away from those cataract patients whose overall vision and quality of life are only mildly affected. These results also raise the awkward question about the definition of 'patientcentred care'. The surgeons in the study may have acted in a patient-centred manner, fulfilling the wishes and expectations of their patients in the absence of clear risk-benefit information, which would include the expected quality of life gains (if any). These results indicate a need for further work to clarify risk-benefit issues at various thresholds for surgical intervention.
